Objectives Research on the transition to adult care for young adults with type 1 diabetes (T1D) emphasizes transition readiness, with less emphasis on transition outcomes. The relatively few studies that focus on outcomes use a wide variety of measures with little reliance on stakeholder engagement for measure selection. Methods This study engaged multiple stakeholders (i.e., young adults with T1D, parents, pediatric and adult health care providers, and experts) in qualitative interviews to identify the content domain for developing a multidimensional measure of health care transition (HCT) outcomes. Results The following constructs were identified for a planned measure of HCT outcomes: biomedical markers of T1D control; T1D knowledge/skills; navigation of a new health care system; integration of T1D into emerging adult roles; balance of parental involvement with autonomy; and "ownership" of T1D self-management. Discussion The results can guide creation of an initial item pool for a multidimensional profile of HCT outcomes.
Young adults with chronic illnesses are expected to transition from pediatric to adult care and balance disease management with the developmental challenges of assuming responsibilities in typical life domains (e.g., work/college, social relationships, housing) associated with emerging adulthood (Arnett, 2012; Monaghan, Helgeson, & Wiebe, 2015; WeissbergBenchell, Wolpert, & Anderson, 2007) . Much of the literature on the health care transition (HCT) from pediatric to adult care focuses on how to prepare or ready adolescents with chronic illness for a successful HCT , but considerably less attention has been paid on how to measure whether the HCT was successful. When the focus is on HCT outcomes, the research is fraught with methodological difficulties, making it difficult to generalize and compare findings across studies (Crowley, Wolfe, Lock, & McKee, 2011; Pierce & Wysocki, 2015) . We expanded the original Social-Ecological Model of Adolescents and Young Adult Readiness for Transition (SMART; Schwartz, Tuchman, Hobbie, & Ginsberg, 2011; Schwartz et al., 2013) to include outcome indicators that we hypothesized are relevant to measuring a successful HCT for young adults with type 1 diabetes (T1D; Pierce & Wysocki, 2015) . In this qualitative study, we used the expanded SMART as a framework to obtain multiple stakeholder perspectives on indices of a successful HCT for young adults with T1D.
In the T1D literature, measures of HCT outcomes not only vary among studies, but there is also inconsistency about when to measure the various criteria used to indicate a successful HCT. In general, T1D researchers frequently rely on a single biomedical outcome (i.e., glycemic control) as an indicator of a successful HCT. When other important HCT dimensions 5 are considered, a systematic review of the effectiveness of HCT interventions identified that researchers have included a variety of nonbiomedical outcomes (e.g., continuity of care, self-management skills, disease-specific knowledge, and diabetes-related quality of life) but these are not consistently measured across studies (Crowley et al., 2011; Pierce & Wysocki, 2015) . Studies that measure outcomes as pre-and posttransfer changes in glycemic control (measured by hemoglobin A 1C [HbA 1C ]) and number of hospitalizations or rate of loss to follow-up also vary in the types of data reported (Lyons, Beckler, & Helgeson, 2014) . These variations in the selection of which HCT outcomes to measure and when to measure them create multiple problems with interpreting study findings, impeding generalization and advancement of the field (Pierce & Wysocki, 2015) .
The rationale behind selecting which HCT outcomes to measure is also not apparent in the TID literature. To our knowledge, there are no studies that focused explicitly on determining which of the various outcomes are most relevant or whether key outcomes are missing. Exploratory studies of HCT in other chronic illnesses, such as inflammatory bowel disease, HIV, sickle cell disease, have taken a more empirical approach by conducting studies to elicit HCT outcomes through qualitative and Delphi methods (Fair, Sullivan, & Gatto, 2011; Fair et al., 2016; Paine et al., 2014; Stollon et al., 2015; Suris & Akre, 2015) . Collectively, these studies have identified the following outcome categories: health care utilization (i.e., maintaining continuity with adult providers without returning to pediatric care), health outcomes (i.e., minimizing unanticipated hospitalizations and continuation of a stable disease trajectory), disease knowledge and self-care, and quality of life (i.e., achieving appropriate developmental milestones such as attending school or work) (Fair et al., 2011; Fair et al., 2016; Paine et al., 2014; Stollon et al., 2015; Suris & Akre, 2015) . Overall, research indicates that HCT outcomes are multidimensional and a measure assessing all dimensions of HCT outcomes would be valuable (Fair et al., 2011; Paine et al., 2014) .
Because the HCT is a multisystemic process that entails continuous interaction between patients, families, health care providers, and the medical system (Schwartz et al., 2011) , these multiple outcome dimensions should also be derived from key stakeholders in the HCT process rather from a single stakeholder. Although researchers have discussed the importance of a stakeholderdriven approach in specifying HCT outcomes (Paine et al., 2014; Stollon et al., 2015) , only the perspectives of health care providers have previously been obtained (Fair et al., 2011; Fair et al., 2016; Paine et al., 2014; Stollon et al., 2015; Suris & Akre, 2015) . In a study of HCT readiness in pediatric cancer survivorship, Schwartz et al. (2013) found divergent opinions among patients, parents, and health care providers on the most important HCT readiness components, supporting the value of considering multiple stakeholder perspectives. It is probable that various stakeholders have different perspectives on HCT outcomes as well (Paine et al., 2014) . Given that stakeholder-driven research aimed at identifying the outcomes of the HCT is in its infancy, additional research is needed to facilitate longitudinal studies examining whether HCT readiness (and interventions aimed to improve HCT readiness) does indeed predict successful HCT outcomes.
In an earlier publication, we proposed an expansion of SMART that could lead to more actionable research on HCT outcomes by accounting for their multidimensional nature and by specifying stakeholder and systemic influences on these outcomes (Pierce & Wysocki, 2015) . The original SMART (Schwartz et al., 2011; Schwartz et al., 2013) is an empirically derived and validated model of HCT readiness that addresses the multiple factors and stakeholders involved. The SMART expansion (Figure 1 ) focuses on how a young adult's level of HCT readiness may both directly and indirectly influence HCT outcomes and specifies multidimensional outcomes based on the literature (Pierce & Wysocki, 2015) . More specifically, HCT outcomes for young adults with T1D included biomedical (e.g., HbA 1C , severe hypoglycemia, emergency department visit frequency, and hospital admissions), behavioral (e.g., self-management/adherence, engagement in care, continuity of care, and disease knowledge), and affective components (e.g., satisfaction with adult care, psychological functioning, quality of life, and distress). While the young adult's level of HCT readiness may directly affect HCT outcomes, the SMART expansion postulates that multiple stakeholders and systems including social support from family and friends, health care providers and the medical system, and other systems (e.g., managed care, postsecondary education, and workplace) may moderate and/or mediate these outcomes.
Guided by our SMART expansion, the purpose of this qualitative study was to obtain perspectives of multiple HCT stakeholders (i.e., young adults with T1D and the parents, pediatric and adult health care providers, and HCT experts who are involved in caring for this patient population) to define the objectives that an optimal HCT process should achieve. This work will guide the development and validation of a multidimensional, multirater measure of HCT outcomes for young adults with T1D. Such a measure would be useful in future studies that evaluate longitudinal relations between HCT readiness and outcomes and for guiding the development of interventions aimed to improve the HCT process.
Methods

Participants
An institutional review board approved the study before it began. Participants were 46 persons from five stakeholder groups: young adults with T1D who recently transferred out of pediatric T1D specialty care (n ¼ 10); parents of young adults with T1D who recently transferred out of pediatric T1D specialty care (n ¼ 9); pediatric T1D specialty care providers (n ¼ 10); adult T1D specialty care providers (n ¼ 8); and health care professionals or researchers with expertise in HCT for young adults with T1D (n ¼ 9). Henceforth, these participants are referred to as patients, parents, pediatric providers, adult providers, and experts, respectively. Eligibility criteria for patients and parents included English fluency and being a young adult, or a parent of a young adult, 18-25 years old with T1D duration 1 year and who was last seen in pediatric T1D care 1 year prior. Pediatric and adult providers had 1 year experience treating adolescents and/or young adults with T1D. Experts were health care professionals involved with specialized HCT clinics designed to facilitate the HCT process for adolescents and young adults with T1D (i.e., transition clinics) and/or researchers with multiple publications and/or grant funding in HCT in T1D.
Characteristics of patient and parent participants are summarized in Table I . Provider and expert characteristics are summarized in Table II .
Data Collection
Electronic informed consent was obtained from patients and the institutional review board waived documentation of informed consent for the other study participants. Patients, parents, and pediatric providers were recruited from a pediatric health system serving the Delaware Valley, North Florida, and Central Florida. Patients and parents were identified via an electronic health record query. To verify that the patients were discharged from pediatric care, a study coordinator examined electronic health record data to verify that there were no outpatient encounters with T1D as the primary diagnosis at the recruiting health care system in the previous year. The master list linking potentially eligible patient and parent participants was then divided into two separate lists; each of those lists were than randomly sorted. A study coordinator contacted eligible patient and parent participants from the randomly sorted lists via phone to explain the study and eligibility criteria, elicit interest, and obtain informed consent. A study coordinator reached 20 potential patients and 11 parents by phone; 10 patients all 11 parents completed the interview. Pediatric providers were recruited by an invitational email to all eligible health care providers (42 total) at the recruiting institution. Of those, 10 responded and participated in the study. Adult providers were recruited by sending an invitational letter and flyer to local adult endocrinology practices, as well as by network sampling by author A.G. Of the 16 adult providers who were contacted, eight participated in the study. Experts were recruited via network sampling through an invitational email sent by the last author and subsequent nomination of additional colleagues meeting the same criteria; 13 experts were contacted and nine completed the study. To minimize logistical problems with recruiting dyads, no effort was made to recruit patients who were offspring of enrolled parents, nor was the possibility of family ties ascertained during recruitment. No additional recruitment efforts were undertaken, as data saturation or informational redundancy was achieved by the sample of 10 patients, 11 parents, 10 pediatric providers, 8 adult providers, and 9 experts.
The primary method of data collection was qualitative interviews using an interview guide developed for the study based on the expanded SMART to include HCT outcomes (Pierce & Wysocki, 2015) . Interview topics included defining and describing successful HCTs, as well as cognitive, emotional, and behavioral indicators and exemplars of successful and unsuccessful HCTs. The interview guide was revised after the first few participants spontaneously introduced the concept of taking ownership of T1D as an indicator of a successful HCT. To obtain further elaboration of ownership as an emerging concept, this colloquial term was posed neutrally to patients and parents and they were asked about its meaning, manifestation, and function. Sample interview questions are presented in Table III .
Interviews were semi-structured, with open-ended questions about selected topics posed in a conversational tone to encourage participants to give and elaborate on their perspectives. The researchers sent interview questions to participants via email before the interview. A demographic form was completed by all participants. The first author or either of two study coordinators completed audio-recorded phone interviews. In all but one instance, in which a married father and mother preferred to be interviewed together, the researchers interviewed participants individually. Interviews lasted 41 min on average (range ¼ 16-80 min) and were transcribed verbatim. All participants received a gift card to a discount retailer for participating in the interview, except pediatric providers because they were associates of the recruiting health care institution and participated during work hours.
Qualitative Analysis
The interview data were analyzed using direct content analysis (Hsieh & Shannon, 2005) , a type of qualitative content analysis appropriate to using an a priori conceptual framework to guide qualitative studies (Wu, Thompson, Aroian, McQuaid & Deatrick, 2016) . More specifically, components from the SMART expansion (see Figure 1 Expanded Model components) were used as an a priori coding scheme, followed by open coding to further explore the fit of the initial a priori coding scheme.
Determining the fit of the a priori coding scheme as well as the overarching conceptualization of the interview data about the outcomes of a successful HCT occurred in stages. First, a psychologist with knowledge of the HCT literature and a nurse researcher HCT ¼ health care transition; CDE ¼ certified diabetes educator. *One pediatric nurse practitioner and one clinical psychologist were also CDEs. **All registered nurses and dieticians were also CDEs.
with qualitative research expertise used the a priori coding scheme to independently review two patient transcripts. They were in agreement about fit with the initial coding scheme but concurred that some open coding was necessary to capture new categories. They also concluded that it was often difficult to differentiate certain codes as strictly behavioral or emotional HCT outcomes. An initial codebook, which included both open and a priori codes and operational definitions for each code, was developed to guide the coding of the remaining transcripts. Next, the researchers added two trained research assistants to the coding team and this four-member team independently coded six more transcripts (at least one from each stakeholder group) by applying the codebook and identifying new codes that emerged inductively from the data. Given the team's strong coding consistency and stability of the codebook (i.e., data saturation or no emergence of new codes), two-rather than four-member teams independently coded and discussed the remaining transcripts. Lastly, coded interview data were entered into HyperRESEARCH (ResearchWare, Inc. 2016), a software program for managing and organizing qualitative data, and the researchers analyzed output from HyperRESEARCH within and across stakeholder groups for overarching themes and categories that captured the participants' perspectives about post-HCT outcomes. The team then met to discuss and finalize major recurring themes representing indicators of HCT outcomes. Consistent with standard qualitative research practice, the researchers relied on using a systematic process of leveraging the collective insight of the team to produce dependable results from the qualitative data analysis rather than calculating numeric ratings of intercoder reliability (Elo et al., 2014; Wu et al. 2016) .
Results
The systematic coding of interview transcripts yielded substantial information that could guide the development of a multidimensional profile of HCT in T1D outcomes. Contrary to the three HCT outcome dimensions we predicted in the SMART expansion (i.e., biomedical, behavioral, and emotional), qualitative analysis revealed six themes about indicators of a successful HCT and all six themes were endorsed by participants from every stakeholder group. The themes included: (1) biomedical markers of T1D control, (2) navigation of a new health care system, (3) possession of T1D self-management skills and knowledge, (4) integration of T1D care into emerging adult roles, (5) balance of parental involvement with autonomy, and (6) attainment of T1D "ownership." Ownership appeared to be the predominant theme, uniting the remaining themes and exemplifying the importance of the young adult's full engagement in all aspects of T1D self-management and health care. Although the first theme was consistent with the biomedical dimension identified in the SMART expansion, the majority of the data obtained could not be categorized as either one or the other of the remaining two dimensions (i.e., behavioral or emotional). Rather, the analyses resulted in a more complex specification of HCT outcomes than originally expected. Each theme is described below. Representative quotes for each theme and participants group are presented in Table IV .
Biomedical Markers of T1D Control
When asked to describe a successful HCT, all participants discussed biomedical outcomes of T1D control. Within this theme, the most common definition of a successful transition was maintaining an in-range, or decreasing an elevated, HbA 1C . Providers, experts, and parents also included low frequencies of severe hypoglycemic events, episodes of diabetic ketoacidosis, and early diabetes-related complications, as well as avoidance of T1D-related hospitalizations, in their definitions of a successful HCT. However, participants from different stakeholder groups varied on the importance they placed on biomedical outcomes as the primary marker of success. Providers tended to spontaneously mention this theme when asked about their definition of a successful HCT, whereas patients and parents tended to mention biomedical outcomes only when asked specifically about medical outcomes of the HCT. Further, while two participants (one adult provider and one expert) identified HbA 1C as the most important HCT outcome, the Specific frame of mind, personal orientation, or approach toward T1D, similar to volition, locus of control or selfagency. Described as young adults accepting that T1D required their prioritization, attention, and responsibility for the stewardship and management of their disease. Described as young adults purposefully committing and striving to take care of their T1D. "[After leaving pediatric care] I was thrown into this world of I need to grow up. I pretty much need to manage this diabetes myself, use the knowledge that I've learned in my past and just keep going with that." [Patient] "If you have a patient who lives with an A1C in the 8's, but they start to take on ownership of the disease. . .and in the process they start to deal with patterns of highs and lows, that patient would most certainly be considered successful. " [Expert] remaining experts and providers cautioned against relying too heavily on HbA 1C , advocating instead for finding a balance between adequate HbA 1C and quality of life and taking into consideration the other five indicators of a successful HCT.
Navigation of a New Health Care System
Everyone, regardless of stakeholder group, agreed that a key aspect of a successful HCT was for young adults with T1D to successfully navigate adult T1D specialty care, which included two related subthemes: (1) establishing and maintaining continuity of health care postdischarge from pediatric T1D specialty care and (2) forming a collaborative and satisfying relationship with an adult T1D specialist.
Establishing and Maintaining Continuity of Care
Participants unanimously agreed that establishing and maintaining care with an adult T1D specialist was essential for a successful HCT. Even participants who endorsed HbA 1C as a primary indicator of HCT success prioritized continuity of care. Providers and experts provided specific indicators for continuity of care beyond keeping the initial posttransition appointment and coming to appointments on time. For example, a pediatric provider, an expert, and an adult provider, specified respectively, ". . .compliance [postdischarge from pediatric care] with going to at least two [adult T1D specialty care] visits," "establishing adult care three to six months after leaving pediatric care," and "following-up with [adult] providers every three to four months." For pediatric providers, young adults or parents who called the pediatric clinic for prescription refills after their, or their child's, last visit in pediatric care were described as unsuccessful because doing so indicated that they had not yet established care with an adult provider. Although ideal HCTs were described as "seamless" and "effortless," this was not representative of most young adults with T1D due to health care system barriers (i.e., difficulties with insurance, finding adult providers who were sufficiently knowledgeable about T1D, scheduling new patient appointments, and transferring medical records). Thus, another key indicator of successfully establishing and maintaining continuity of care was when the young adult anticipated barriers and demonstrated commitment to resolving them. For example, a patient described establishing care with an adult T1D specialist but found out when her followup appointment was approaching that the specialist had left the area. In this case, extra effort and perseverance were needed to meet the time and frequency criteria specified above for maintaining continuity of care.
Collaborative Patient-Provider Relationship All participants agreed that successfully navigating a new health care system also included establishing a collaborative partnership with an adult T1D specialist. Experts and providers described collaboration as being able to build rapport, communicate regularly, and work together with their young adult patients. Patients also valued collaboration as an indicator of HCT success and described a collaborative patientprovider relationship as "being seen as an adult," "feeling empowered," and "being treated as a clean slate" by their adult T1D specialists. Patients tended to prefer adult provider encounters that involved "mutual decisions" and were "more of a dialog or conversation than an authority telling me this is what I need to do." Forming a collaborative relationship required that the adult T1D specialist be willing and able to meet the young adult with T1D's unique needs. A patient explained why her adult endocrinologist was helpful "for people like me that aren't completely controlled." She stated, "She takes her time to help me. She lets me send my blood sugars to her every two weeks to see if I need to make changes. . .She does extra steps." Other patients attributed HCT success to their adult T1D specialists being open to trying new treatment options. Conversely, a parent whose daughter had difficulty with this indicator of success explained that the combination of her daughter's difficult personality and the adult provider's authoritarian approach "clashed," which resulted in her seeing her pediatric primary care physician for T1D care.
Possession of T1D Self-Management Skills and Knowledge
Interview responses from all stakeholder groups emphasized that knowledge and skills are needed on a daily basis to self-manage T1D, and so, young adults who transition successfully must "have the information to be successful," "know exactly what to do," and "possess the skills to do it themselves." Requisite knowledge and skills included adjusting insulin doses according to blood glucose level, carbohydrate intake and exercise, managing insulin injections and pumps (e.g., doing site changes regularly, using bolus calculator), and detecting and managing hypo-and hyperglycemia. Knowledge about diet included the carbohydrate content of foods, which was necessary for calculating one's insulin to carbohydrate ratio to deliver accurate insulin doses. "Grasping the complications of the disease" or knowing the risk of "not doing what you need to do" was also deemed necessary because this knowledge presumably motivated young adults to adhere to the daily demands of the T1D regimen.
Successful HCTs also required executive functioning skills, such as forethought and planning for ordering and maintaining prescriptions and supplies and getting blood work done ahead of clinic visits. Providers described unsuccessful young adults with T1D who lacked this forethought and contacted them for emergency refills. Several patients also reported difficulty remembering to complete blood/laboratory work before their clinic visits. Parents' perspectives came from their role of ensuring an adequate "supply chain" when the young adult with T1D was younger. Thus, for parents, one indicator of a successful HCT was that they no longer had to remind their child to order refills or supplies. Similarly, for adult providers, an indicator was patients remembering to bring their blood glucose meters to, and got blood/laboratory work done ahead of time for clinic visits.
Integration of T1D Into Emerging Adult Roles
The HCT occurs during a developmental period in which many additional life transitions occur (Arnett, 2012) . Participants unanimously agreed that the ability to integrate T1D management and care into emerging adult roles (i.e., college, work, leisure, evolving relationships) is indicative of a successful HCT. This task included learning how to prioritize T1D selfmanagement over other competing demands, such as class assignments, and socializing and engaging in an adult lifestyle. For example, young adults with T1D who were described as successful learned how to prioritize T1D self-management when in precarious social situations, such as going to parties, eating out with friends, and drinking alcohol. Those who described themselves as unsuccessful reported, "Giving in to temptation when friends are in town" and "Crumbling when I'm going out to eat or for drinks with friends."
Another component of integrating T1D into emerging adult roles required talking about T1D and advocating for one's needs. This included forming social relationships that were supportive of T1D and teaching friends about T1D so, for example, they could intervene if the patient was impaired by a diabetic emergency. This aspect of success also included managing college and work environments to meet T1D care needs, such as "approaching bosses to negotiate time off for appointments" and invoking one's legal rights (e.g., the Americans with Disabilities Act) to "protect you in college" or "against job discrimination,"
by "knowing what you should and shouldn't put on an application or say during an interview. . .what's legal and not legal to be asked."
Balance of Parental Involvement and Autonomy
All participants agreed that another indicator of successful HCTs required young adults and their parents to find an acceptable balance between parent support and the young adult's autonomy, a balance that fosters adequate self-management while allowing the young adult to rely on parents when needed. Young adults who were described as successful had parents that support their young adult's care and provide help when needed, but also fostered independence and were respectful of their young adult's developmental stage. For providers, for example, the issue was not whether parents attend young adults' visits to adult providers, but whether the parents "interrupt" and "take over the appointment." In other words, parental presence was acceptable, as long as it was for support rather than to assume responsibility. Patients who described themselves as successful had accountability for everyday T1D management, but appreciated when their parents helped, such as picking up prescriptions from the pharmacy or stepping in to navigate particularly difficult problems with the health care system. Those who were unsuccessful either perceived their parents as being too involved or did not feel supported by their parents. Patients describing parents who were too involved reported parents' "nagging" but also acknowledged that they were not ready to take on responsibility for T1D management, such as making an appointment with their adult provider. Parents also desired this balance of support and autonomy, but many were reluctant to relinquish control, particularly if they perceived that their child would not take over.
"Ownership" of T1D Participant responses to interview questions about the meaning, manifestation, and functions of ownership confirmed that this colloquial term was seen as an important indicator of a successful HCT for all stakeholder groups. Analysis of their responses depicted ownership as a specific frame of mind, personal orientation, or approach toward T1D, similar to volition, locus of control, or self-agency. Ownership was described as young adults accepting that T1D required their prioritization, attention, and responsibility for the stewardship and management of their disease. Participants described young adults with T1D who demonstrated ownership as purposefully committing and striving to take care of their T1D. This purposeful commitment and striving were apparent in word choices and descriptions offered by participants from every stakeholder group, including "accountability," "responsibility," "engagement," "acceptance," "taking T1D seriously," "taking charge," "not being complacent," and "being proactive instead of reactive." Patients summed up this theme with the phrase, "My life, my health." Conversely, not having ownership was described as "being lazy," "not putting any effort into it," "not being compliant," and "out of sight, out of mind." Both positive and negative cases of ownership confirmed that young adults with T1D had to accept their disease before taking ownership.
Participants indicated that attainment of ownership was a necessary precursor for young adults with T1D to engage in, and ultimately achieve, the other indicators of a successful HCT, suggesting that ownership was a central concept that united the other indicators of success. Many participants inferred that ownership prompted young adults with T1D to initiate adult T1D specialty care, make appointments, and persist with overcoming barriers to navigating the new health care system. Ownership also motivated young adults with T1D to be fully engaged in their relationship with their adult T1D provider and to be full partners with adult T1D care providers rather than passive recipients of care. For example, a patient described being "super transparent" with her adult T1D specialist to give a "clear understanding of my concerns and what I need help with." Ownership led to leveraging the self-management knowledge and skills typically imparted during pediatric T1D and prompted young adults with T1D to prioritize T1D self-management. Young adults with T1D who appeared to have attained ownership also actively sought information, and made decisions, about adopting new diabetes technologies. In short, achievement of ownership may enable young adults with T1D to demonstrate highlevel responsibility for their T1D self-management and to optimize application of their knowledge and skills in daily life. Young adults with T1D who owned their disease also took responsibility for communicating their needs to others, such as "taking time to teach your friends about T1D so that they can be a support group for you" and recognizing and seeking support from parents when needed. Many participants expressed that ownership of T1D was necessary to persist with T1D self-management and to assume responsibility for T1D self-management safely.
Discussion
This study sought to define the objectives that an optimal HCT for young adults with T1D process should achieve and identify the content domain for developing a multidimensional profile of HCT outcomes. Using qualitative interviews, the researchers elicited perspectives from multiple HCT stakeholders including young adults with T1D, parents, pediatric and adult providers, and research and/or clinical experts in the area of HCT in T1D. Rigorous qualitative coding and analysis of interview transcripts revealed six themes that each stakeholder group identified as key indicators of a successful HCT for young adults with T1D. Identifying these themes is the first step in developing a multidimensional HCT outcomes measure for use with the T1D population. Although measures of biomedical markers of T1D control, continuity of care, satisfaction with care, T1D responsibility, autonomy, and collaborative parent involvement, and aspects of "ownership" (e.g., self-efficacy, locus of control, acceptance) already exist, a comprehensive measure of HCT success could offer researchers and clinicians a parsimonious, multi-informant tool that is specifically designed to measure constructs as they pertain to young adulthood. Once validated, such a measure could equip researchers and clinicians with a tool that can be used to (a) determine whether a given young adult with T1D has a successful HCT, (b) better understand relations between HCT readiness and HCT outcomes, and (c) develop and test interventions aimed to improve HCT outcomes.
The themes resulting from qualitative analyses indicate that HCT outcomes are more complex than the three dimensions (i.e., biomedical, behavioral, and emotional) originally predicted in the expanded SMART (Pierce & Wysocki, 2015) . Although the theme identified in the present study about biomedical markers of a successful HCT was consistent with one of the three dimensions proposed in the expanded SMART, the remaining data on HCT outcomes could not be dichotomized as strictly behavioral or emotional. HCT outcomes such as navigating a new health care system, possessing T1D knowledge and skills, integrating T1D into emerging adult roles, balancing parental support with autonomy, and ultimately attaining ownership of T1D require a combination of both behavioral and emotional efforts. For example, attending appointments in adult T1D care also required managing stress associated with sacrificing other priorities to attend those appointments. The six themes identified in the present study also more closely align with the dimensions identified by researchers examining HCT outcomes in other chronic illnesses, which included health care utilization, disease knowledge, and quality of life, as well as disease-specific biomedical outcomes such as avoiding the need for steroid treatment of flares for young adults with inflammatory bowel disease (Fair et al., 2011; Fair et al., 2016; Paine et al., 2014; Stollon et al., 2015) . Together these findings support a multidimensional characterization of HCT outcomes beyond biomedical, behavioral, and emotional dimensions.
Contrary to the expanded SMART, which conceptualized social support as moderating and mediating the relation between HCT readiness and HCT outcomes, our findings indicated that making friends who are supportive of T1D (a component of the integrating T1D into emerging adult roles theme) and finding an optimal level of parental support were outcome indicators of HCT success. Conceptualizing social support as something recipients are skilled at eliciting and receiving recasts how we originally viewed social support. Carefully designed longitudinal studies will be necessary to further refine the SMART expansion and clarify these relations.
Findings from the current study suggested that ownership of T1D care may be an important, perhaps overarching, indicator of HCT success. The results from this study are also consistent with Fair et al. (2011) who found that demonstrating ownership of medical care was an indicator of a successful HCT in young adults with HIV. In this study, ownership was defined as understanding one's illness, setting up appointments, and being able to communicate with providers (Fair et al., 2011) . Results from the current study are also partially consistent with Paine et al. (2014) who found that the patients' level of developmental maturity, which was used synonymously with taking ownership of irritable bowel disease care, was the most pronounced determinant of HCT success (Paine et al., 2014) . In the Paine et al. (2014) study, being "exceptionally mature and [taking] ownership of care" (p. 2089) facilitated a successful HCT (Paine et al., 2014) .
The definition of ownership emerging from the current study appears to be distinct from, yet include components of, the definitions provided by Fair et al. (2011) and Paine et al. (2014) , as well as other commonly assessed diabetes-specific variables and patientreported outcomes, including health locus of control (Hummer, Vannatta, & Thompson, 2011) , responsibility (Hanna et al., 2013) , self-efficacy (Rasbach, Jenkins, & Laffel, 2015) , and acceptance (Schmitt et al., 2014) . For example, health locus of control refers to the strength of a given person's belief that causation and control of their health outcomes is either external (i.e., fate, luck, etc.) or internal (selfcontrolled) and self-efficacy is the perceived belief in one's ability to implement T1D regimen tasks (Rasbach et al., 2015) , but a strong internal health locus of control and/or a high level of self-efficacy does not guarantee the behavioral follow-through implied in ownership of T1D. Diabetes-specific responsibility is the extent to which responsibility for initiation and completion of T1D self-management tasks falls on a specific person (Vesco et al., 2010) . Ownership implies that the patients are not only responsible for their T1D, but that they are also actively fulfilling that responsibility. The definition of ownership emerging from the current findings also expands on Paine et al.'s (2014) description of developmental maturity of adolescents and young adults with inflammatory bowel disease reflecting ownership of care. In terms of HCT, developmental maturity is the process of progressing toward autonomous and self-determined disease management (Russell, Reinbold, & Maltby, 1996; Schwartz et al., 2011) . We contend that young adults have ownership of their T1D not only when they are self-determined and autonomous, but when they accept it emotionally, acknowledge that T1D self-care is ultimately their responsibility, possess strong self-efficacy in their capacity to engage in timely and appropriate self-care, and believe that future health outcomes are largely determined by their own behavior.
Our findings indicate that ownership of T1D reflects components of each of these constructs, but additional research is needed to better specify this construct and verify that it is distinct relative to similar constructs. Additionally, given that Paine et al. (2014) interpreted ownership as a facilitator of HCT success and our exploratory findings that attainment of ownership appears to be a precursor to success on other HCT outcomes, longitudinal studies are needed to better determine whether ownership may function as a mediator or moderator of the HCT instead of as a HCT outcome (Holmbeck, 1997) .
In addition to providing a preliminary definition of ownership, many of the other indicators of HCT success found in our study reinforce those in the literature. Review articles examining changes in HbA 1C pre-and posttransfer of care have described a potential overreliance on glycemic control as a HCT outcome (Crowley et al., 2011; Lyons et al., 2014) . Contrary to the standards of care that young adults with T1D should achieve HbA 1C s <7% (ADA, 2016), our findings suggest that the HCT may still be considered successful in young adults with elevated HbA 1C s as long as their HbA 1C is decreasing from prior visits. Additionally, study findings indicate that working toward maintenance of an in-range or reduction of an out-of-range HbA 1C should be balanced with achieving the other five indicators of success. Adult care providers should be aware of the importance of this balance and assess for it routinely.
Consistent with our study findings, other studies have reported that a key aspect of a successful HCT is establishing and maintaining continuity of care. Given that >25% of young adults report gaps in medical care >6 months during the HCT (Duke, Raymond, Shimomaeda, & Harris, 2013; Garvey et al., 2013) , interventions that are effective in helping young adults achieve success on this dimension of HCT outcomes are sorely needed. Emerging research suggests that adding an HCT navigator/coordinator (i.e., allied health professionals charged with assisting young adults with negotiating the challenges of finding and establishing care in a new health system) to the HCT process may be one method of helping young adults achieve success (Steinbeck, Harvey, Shrewsbury, Donaghue, & Woodhead, 2012; Van Walleghem, Macdonald, & Dean, 2008) . Integration of T1D into emerging adult roles (i.e., school, work, evolving social situations and relationships) was another outcome of the HCT. This is consistent with Paine et al. (2014) and Stollon et al. (2015) who found that management of the demands of day-to-day life and achievement of appropriate developmental milestones were HCT outcomes. Findings also suggest that there is no optimal level or type of parental involvement, but young adults with T1D who have successful HCTs seek and receive their parent's help when needed. This conclusion is consistent with an emerging body of research demonstrating the benefits of a gradual transfer of responsibility for T1D care from parent to youth through adolescence and into young adulthood (see Monaghan et al., 2015 for a review).
Along with the above contributions, this study has certain limitations. First, while the overall sample size was relatively large for a qualitative study, the number of participants in any one stakeholder group was relatively small. Nonetheless, we achieved thematic saturation within and across multiple stakeholder groups indicating that the size of each group was adequate. Second, only half (10 of 20) of the young adults who were able to be reached by phone participated in the study and only about 20% (10 of 42) of the pediatric providers who were contacted by email participated. Those who did make time to participate may have a vested interest in HCT. Third, the patient and parent samples had limited racial/ethnic diversity and most were college educated and had private insurance. The latter two limitations raise concerns about response bias and generalizability of study findings. Fourth, the fact that family ties between patients and parents were not ascertained may have limited validating data about specific patient-parent dyads; however, both groups of respondents offered similar perspectives about indicators of a successful HCT for young adults with T1D. As this work proceeds, the present findings will be translated into a multirater HCT outcomes profile that yields pertinent data from young adults, parents, and both pediatric and adult HCPs. The development and testing of an initial item pool, as well as the structure and function of the HCT outcomes profile, will involve new groups of stakeholders with greater diversity in terms of race/ethnicity, education level, and insurance/socioeconomic status who will have the opportunity to build on this formative work. This will ensure that the measure that is ultimately constructed has been optimized by iterative feedback from each of these stakeholder groups and formally evaluated in terms of content validation.
In sum, the present findings provide support for and guidance on the development of a multi-informant measure that will assess HCT outcomes endorsed as key by relevant stakeholders. Future research is needed to (1) validate the themes emerging from this qualitative study through stakeholder review and content validation; (2) develop the initial item pools for a multiinformant HCT outcomes profile and refine the items through cognitive interviews; (3) establish initial psychometric properties of the HCT outcomes profile through factor and item analysis and concurrent validation; (4) establish relations between HCT readiness and outcomes through a longitudinal study of the predictive validity of a HCT readiness measure and criterion validity of the new HCT outcomes profile. Indeed, many of the indicators of HCT success would be considered indicators of HCT readiness if measured before the transfer of care (Figure 1 ). It will be important to evaluate the trajectory of the development these indicators throughout the HCT process; (5) Test the efficacy of pertinent behavioral and psychoeducational interventions in optimizing HCT outcomes. This work is expected to result in a carefully validated profile of HCT outcomes, which could serve as an endpoint for randomized controlled trials of HCT interventions or longitudinal studies, enabling direct comparison of results across future HCT studies.
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